APS’AALOOKE LED DIABETES PREVENTION PROGRAM by Williamson, Lucy Hollingsworth
University of Kentucky 
UKnowledge 
Theses and Dissertations--Public Health (M.P.H. 
& Dr.P.H.) College of Public Health 
2018 
APS’AALOOKE LED DIABETES PREVENTION PROGRAM 
Lucy Hollingsworth Williamson 
University of Kentucky, lucy.hollingsworth@uky.edu 
Follow this and additional works at: https://uknowledge.uky.edu/cph_etds 
 Part of the Public Health Commons 
Right click to open a feedback form in a new tab to let us know how this document benefits you. 
Recommended Citation 
Williamson, Lucy Hollingsworth, "APS’AALOOKE LED DIABETES PREVENTION PROGRAM" (2018). Theses 
and Dissertations--Public Health (M.P.H. & Dr.P.H.). 208. 
https://uknowledge.uky.edu/cph_etds/208 
This Graduate Capstone Project is brought to you for free and open access by the College of Public Health at 
UKnowledge. It has been accepted for inclusion in Theses and Dissertations--Public Health (M.P.H. & Dr.P.H.) by an 
authorized administrator of UKnowledge. For more information, please contact UKnowledge@lsv.uky.edu. 
STUDENT AGREEMENT: 
I represent that my capstone and abstract are my original work. Proper attribution has been 
given to all outside sources. I understand that I am solely responsible for obtaining any needed 
copyright permissions. I have obtained needed written permission statement(s) from the 
owner(s) of each third-party copyrighted matter to be included in my work, allowing electronic 
distribution (if such use is not permitted by the fair use doctrine) which will be submitted to 
UKnowledge as Additional File. 
I hereby grant to The University of Kentucky and its agents the irrevocable, non-exclusive, and 
royalty-free license to archive and make accessible my work in whole or in part in all forms of 
media, now or hereafter known. I agree that the document mentioned above may be made 
available immediately for worldwide access unless an embargo applies. 
I retain all other ownership rights to the copyright of my work. I also retain the right to use in 
future works (such as articles or books) all or part of my work. I understand that I am free to 
register the copyright to my work. 
REVIEW, APPROVAL AND ACCEPTANCE 
The document mentioned above has been reviewed and accepted by the student’s advisor, on 
behalf of the advisory committee, and by the Director of Graduate Studies (DGS), on behalf of 
the program; we verify that this is the final, approved version of the student’s capstone including 
all changes required by the advisory committee. The undersigned agree to abide by the 
statements above. 
Lucy Hollingsworth Williamson, Student 
Dr. Corrine Williams, Committee Chair 
Dr. Corrine Williams, Director of Graduate Studies 
 
 
 
APS’AALOOKE LED DIABETES PREVENTION 
PROGRAM  
 
Translating the Diabetes Prevention Program in the Crow Indian 
Reservation, Montana 
 
 
 
CAPSTONE PROJECT PAPER 
 
A paper submitted in partial fulfillment of the  
requirements for the degree of 
Master of Public Health 
in the 
University of Kentucky College of Public Health 
By 
By Lucy Hollingsworth Williamson 
Lexington, KY 
 
 
Lexington, KY 
April 19, 2018 
 
 
Committee Chair: Dr. Corrine Williams 
Committee Member: Dr. Christina Studts 
Committee Member: Dr. Richard Crosby 
 
 
Abstract 
 The primary objective of this proposed program is to decrease the burden of diabetes mellitus 
type II among the Crow Indian tribe members in Montana by preventing the progression of prediabetes to 
diabetes. Type II diabetes mellitus (DMII), is a debilitating disease that contributes to increased morbidity 
and mortality, in addition to billions of healthcare costs annually. In the United States, minority 
populations carry a higher burden of DMII, however American Indians have the highest prevalence of all. 
In fact, American Indians are 2.4 times more likely to be diagnosed with diabetes than white people. 
  In Montana, the Crow Indian tribe carries a disproportionately large percentage of diabetes 
compared to the rest of the state. We plan to implement an adapted version of the evidence-based 
Diabetes Prevention Program within the Indian Health Services Infrastructure on the Crow Reservation. 
The DPP is a primary prevention program that has shown effectiveness in decreasing risk for DMII 
among a wide range of populations with prediabetes. The program’s goals include eating less fat and 
fewer calories and exercising at least 150 minutes per week in order to achieve a weight loss of at least 
7% of each participant’s body weight. This weight loss translates to a decrease in risk for DMII; the 
original study demonstrated a 58% reduction in risk for DMII. Utilizing the Montana state based DPP 
network, the Little Big Horn College will work with IHS providers to refer eligible prediabetes patients to 
the 12 month long lifestyle modification program coached by trained community health workers. The 
DPP sessions will be offered by 3 lifestyle coaches in 3 different sites within the reservation.  Process and 
outcome evaluation will measure fidelity, adaptations, biometric variables and psychosocial effects of the 
program. Through partnerships with various community organizations and tribal leaders, this program has 
the potential to increase community capacity and empowerment, as well decrease the overall burden of 
DMII and its health and economic costs to the Crow tribe. 
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Target Population and Need 
Diabetes Burden  
 Almost 10% of the United States (U.S) population has a form of diabetes mellitus (DM), a 
disease that cost the country $245 billion in medical costs in 2012 [1]. Of these cases, type II diabetes 
mellitus (DMII), which is acquired through factors other than genetics, accounts for 90-95% of them [1]. 
DMII increases ones risk for many comorbidities, including stroke, kidney disease, and cardiovascular 
disease [1]. Minority populations in the U.S carry a significantly higher burden of DMII. American 
Indians (AI) and Alaska Natives (AN) have the highest prevalence of diagnosed DMII at 15.1%, which is 
more than double that of the non-Hispanic white population (7.4%).  Death rates of AI/AN from DMII are 
177% greater than those of all U.S residents [2]. In 2014, death rates among AI/AN people attributed to 
DMII were 77.9 per 100,000 compared to 21.3 per 100,000 among white people [3]. Indeed, for AIs 
DMII is the 4th leading cause of death [2]. Of the 2.1 million American Indians/ Alaska Natives in the 
U.S, approximately 83201 live in Montana, a state which boasts an overall low DM prevalence (8.1%) 
and high health ranking compared to other states in the nation [3-5]. However, there are large health 
disparities within the state, specifically when comparing places were AIs live to places were white people 
live. Figure 1 illustrates the varying rates of DMII across the state, with all 7 AI reservations circled. In 
Montana, the prevalence of DMII varies from 4.3% (Gallatin County) – 13.5% (Glacier County). In all 
counties where reservations are located, DMII rates remain above 9.5%.[4]  
 
Figure 1: Montana diagnosed diabetes by county 
 
Indian Reservation Land 
Crow Indian Reservation 
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Population Demographics and Need 
 The Crow Indian Reservation is Montana’s largest AI reservation, and is located along the 
southcentral border of Montana within Big Horn County (starred in figure 1). Of the 13,343 people who 
live in Big Horn County, 66.4% of them are AI/AN, 29.4% are white alone and 5.5% are Hispanic or 
Latino [6]. There are over 10,000 members of the Crow Indian tribe and 75% of them reside on the Crow 
reservation[7]. Although most members speak English, most Crow elders speak native Crow language, 
Aps’aalooke [7].   
  The County Health Rankings Systems ranks Big Horn County 45th in health outcomes and 46th in 
health factors out of 47 Montana counties [8]. In 2013 the county had the 2nd highest prevalence of people 
with DMII (13.4%) in Montana [4, 8, 9]. The premature death rate is more than double that of the 
country’s (15,100 compared to 7,100), and smoking, obesity and physical inactivity are all higher than the 
state’s [8].  DMII can be largely prevented through mitigation of these modifiable risk factors [1]. Obesity 
is driven in part by lack of physical activity, of which 26% of Big Horn county residents report not 
partaking in, compared to Montana’s 20%[8].  Almost 40% of Big Horn County is obese and only 42% of 
report having access to exercise opportunities compared to 67% of Montana residents[8]. Unfortunately, 
there are no accessible data that illustrate the obesity, physical activity or DMII rates specifically among 
Crow tribe members.  
Table 1. Comparative Data; USA, Montana, Big Horn County, Crow Tribe 
Measure U.S.A Montana Big Horn 
County 
Crow Tribe 
% American Indian/Alaska Native 1.3%  6.6% 66.4% 100% 
% with a Bachelor’s Degree 30.3%  29.9% 15.6% 9% 
% with a Disability, under 65 yrs 8.6% 9.3% 7.7% 32% 
% Persons in poverty 12.7% 13.3% 31% 38% 
% Obesity (BMI>30) 30.1 25% 39% No data 
%  Physically Inactive 22% 20% 26% No data 
%  with Diabetes Mellitus 8.7% 8% 13% No data 
% with limited Access to healthy foods 6% 9% 24% >33%* 
*Significant share of the population is low income low access = >33%  [10] [11] [6, 8, 12, 13] 
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 Social determinants may contribute to a DMII concern in the Crow reservation, with 38% living 
below the federal poverty level and only 9% achieving a bachelor’s degree. These rates are significantly 
lower than both the state’s and the national average (see figure 2)[13]. Additionally, the reservation lacks 
economic opportunity, with unemployment at 22.9% compared to 4.8% in the state. The Crow tribe is 
also burdened with 66% of persons aged 65 or older living with a disability[13]. Limited access to healthy 
food like fruits and vegetables is reported by 24% of Big Horn County compared to compared to 9% for 
Montana[8]. The entire Crow Indian reservation is designated by the USDA as a low income area with a 
significant share (>33%) of rural residents living at least 20 miles from a supermarket[12]. All of these 
community based social and environmental issues place Crow reservation residents at an increased risk 
for DMII. These issues call for policy level and structural changes to support the community’s ability to 
make healthy choices easy. Despite a gaps in DMII data for the Crow tribe members, statistics from the 
Billings area IHS, the surrounding Big Horn County, and AIs in the U.S all suggest there is a significant 
problem of obesity, cardio-metabolic problems and DMII in the tribe[2, 6, 8].  As our first community 
based intervention, we aim to focus on the individual level, so that we may strengthen our relationship 
with Crow tribe members and health professesionals, which will be essential in order to battle further 
structural changes.  
Resources for Implementation of a Diabetes Prevention Program 
 Currently there are no existing Diabetes Prevention Programs or DMII prevention resources in the 
Crow reservation. We believe the community would benefit from a culturally adapted version of the 
evidenced based Diabetes Prevention Program (DPP) to decrease the diabetes burden.  Further description 
of the DPP will be in Program Approach. Generally, the program works by preventing development of 
DMII in people who have prediabetes, a condition where one has a higher than average risk for DMII 
related to multiple factors including a higher blood glucose level. People with prediabetes have a unique 
opportunity to reverse their risk by participating in physical activity and consuming a healthy diet. In 
Montana, it is estimated that about 300,000 people have prediabetes [5]. This program has the ability to 
Williamson 4 
 
enhance the Crow community capacity by linking local clinical providers, diabetes management 
educators, tribal leaders, Crow researchers and community members together. The approach we are 
choosing will connect with the existing state funded diabetes prevention resources already in place in 
Montana to create a sustainable, personalized approach to continuing those efforts deeper into the AI 
population where disparities exist. The Little Big Horn College plans to meet the needs of the community 
by coordinating the pilot program, and if successful, would like to implement the program alongside other 
community development programs that strive to empower and support the Crow tribe’s culture and future. 
 The Montana Department of Public Health and Human Services (MDPHHS) offers a diabetes and 
cardiovascular disease prevention program in 19 different locations across the state. Adults aged >18 are 
referred by clinical providers to a site that offers the Montana DPP if they are deemed high risk for 
developing DMII and/or cardiovascular disease. The 12 month program mimics the original Diabetes 
Prevention Program, using the same goal of weight loss in order to decrease risk for DMII and 
cardiovascular disease[14]. Since the initiation of the Montana DPP in 2008, the program has served over 
6,000 Montanans, and outcome evaluations have yielded positive results in decreasing overall 
cardiovascular risk [15]. The closest Montana DPP site to the Crow reservation is in Billings, MT which 
is 46 miles from the northernmost border of the reservation.  This represents a major gap in diabetes 
prevention resources and may contribute to further diabetes health inequities within the Crow community. 
The state’s sustainable DPP network serves as a strong springboard of infrastructure to work off of with 
our approach.   
 We have identified resources within and surrounding the community that offer services that 
enhance community health and may contribute to the DMII prevention efforts. They include the three 
Indian Health Service outposts, which offer diabetes management and education for people with a 
diabetes diagnosis, the Messengers for Health, a non-profit organization focused on enhancing health in 
the tribe through empowering and training Crow women, the Little Big Horn College Health and 
Wellness Center, the Big Horn Public Health Department, the Rocky Mountain Tribal Leaders Council, 
Williamson 5 
 
and Community Health Representatives from the IHS.  The community’s resources were initially 
addressed by communicating with the program coordinators of previous and current community based 
participatory research programs within the Crow reservation [16]. After making initial contact with 
representatives of these resources we used a snowball technique to identify other community resources we 
may not have been aware of. It is necessary for us to establish trusting relationships with respected tribal 
decision makers who can not only network with us but also culturally inform the process, promote the 
program and help ensure buy in among the community members[16]. Representatives from these 
community resources will be recruited to join our community advisory group, which is discussed in 
further detail in Program Approach. 
 The Big Horn Hospital Association’s Community Needs Assessment from 2016 was used as an 
initial framework to align health priorities and needs with the proposed program. DMII and obesity were 
ranked as 2nd and 3rd highest health concerns, respectively, by county residents. Furthermore, when 
respondents were asked which health related educational offerings they would be interested in, their top 
two choices were fitness (35%), and health and wellness (33.1%) [17].  These findings suggest acceptance 
of a DPP program which would incorporate both fitness and health/wellness into the educational sessions. 
Because the needs assessment findings featured only a small percentage of AI respondents, we hosted a 
community forum to assess views of Crow community needs, assets and concerns. Diabetes was 
addressed as a top concern at the forum, and participants identified health and wellness programs as an 
appropriate option for combatting the disease. After connecting with community key informants, we plan 
to collect additional formative data from local influential tribal members with two focus groups that will 
assess views of diabetes and programs that address the matter. The focus groups will help develop 
program adaptations and is discussed further in Evaluation. 
Reach 
 People are eligible for the MT DPP if they are overweight and meet one or more of certain 
criteria which places them at risk for developing DM[18]. This criteria includes a previous diagnosis of 
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DMII, impaired glucose tolerance or impaired fasting glucose, hypertension, dyslipidemia, a history of 
gestational diabetes or a history or giving birth to a baby greater than 9lbs[15]. Using similar eligibility 
criteria (obesity status and age > 18 years) as predictors for DMII, a DPP within the Crow Reservation 
(total population of 7,120 x 66% [ aged over 18] or older = 4733 eligible) could potentially impact (4733 
x 39% obesity prevalence in Big Horn County) 1846 eligible adults at risk for DMII through longitudinal 
implementation[19]. We will approach the program offering 13 group cohorts yearly between 3 IHS 
clinical service sites. Each group will have a maximum capacity of 20. This allows us to reach 260 
(13x20) people each year, with a goal to reach 780[41% of target population] Crow tribe members after 3 
years.  
Program Approach   
Background and evidence base for of DPP 
  For the prevention of DMII, the Community Preventive Services Task Force recommends that 
people partake in lifestyle modification (LM) programs, which are individual or group based courses that 
motivate and coach individuals at risk to lose weight through an increase in physical activity levels and 
adherence to a healthy diet[20]. People who are at risk for DMII include those who are overweight, are 
>45 years of age, have a parent or sibling with DMII, are physically inactive or have had gestational 
diabetes[1]. The American Diabetes Association also suggests that patients with impaired glucose 
tolerance (a fasting blood glucose of 100-125mg/dL) or prediabetes should be referred to an intensive diet 
and physical activity counseling program[21]. LM programs are led by trained personnel of a variety of 
backgrounds who conduct regular meetings over a period of at least 3 months[20]. Educational sessions 
follow a curriculum that covers diet, exercise and behavior modification[14]. See figure 5 for examples of 
group sessions. Sessions consist of education, counseling and active coaching on diet and physical 
activity. LMs are recommended because of consistent findings across varying populations that 
demonstrate effectiveness in reducing risk for DMII through weight loss and improved glycemic 
control[20].  A systematic review revealed that among 16 LM programs, participants were 40% less likely 
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to develop DMII compared to people not participating in programs[20]. LM programs have been modeled 
after the original U.S Diabetes Prevention Program study which enlisted 3,234 individuals at risk for 
DMII in a randomized controlled trial comparing the effects of (1) a lifestyle modification program, (2) 
metformin(a DMII medication) administration, and (3) routine care on DMII incidence [14].  The LM 
program is based on the social cognitive theory and has two main goals: lose at least 7% of body weight 
and achieve at least 150 minutes of moderate intensity physical activity per week [14]. By the end of the 
16 session core program curriculum (6 months) 50% of participants in the LM intervention achieved a 
goal of weight loss of at least 7% and 74% met the goal of at least 150 minutes of physical activity per 
week[14].  After 3 years, DMII incidence decreased by 58% in the lifestyle intervention, 31% in the 
Metformin group compared to the placebo group. The LM program was significantly more effective in 
preventing DMII than both metformin administration and standard care. Among the AI participants in the 
cohort (5.3%), the DMII incidence per 100 person years was 4.7 in the lifestyle group, 9.7 in the 
Metformin group and 12.9 in the placebo group, resulting in a 65% reduction in incidence of DMII for 
lifestyle intervention compared to placebo care [22].  The program demonstrated long term effects; after 
10 years, DMII incidence was reduced by 34% in the lifestyle group and 18% in the metformin group 
compared to the placebo group [23]. In 2006, 36 AI/AN health care programs participated in a study to 
assess effectiveness of a DPP on the prevention of DMII specifically in the AI/AN population. Among the 
almost 2,000 participants that completed the post curriculum assessment, the crude incidence of DMII 
was 4 per year, a similar rate as the original DPP[24]. 
Table 2. CDC DPP Curriculum Topics  
Weeks 1-16 Weeks 27-52(must choose 6) 
Welcome and overview Problem solving Healthy eating: one meal at a 
time 
Self-monitoring weight and food 
intake 
Strategies for healthy eating 
out 
Making active choices 
Eating less Reversing negative thoughts Stress and time management 
Healthy eating Dealing with slips in lifestyle 
change 
Healthy cooking 
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Intro to physical activity Mixing up your physical 
activity: Aerobic fitness 
Preventing Relapse 
Overcoming barriers to physical 
activity 
Social cues Heart Health 
Balancing calorie intake and output Managing stress Life with Type 2 Diabetes 
Environmental cues to eating and 
physical activity 
Staying motivated, program 
wrap up 
Looking back and forward 
 Furthermore, there is national recognition of LM programs for DMII prevention. The U.S 
Congress authorized the Centers for Disease Control (CDC) to establish an initiative between public and 
private institutions supporting the use of evidence-based LM programs that meet certain standards. In 
response, the CDC established the National Diabetes Prevention Program (National DPP), which is 
readily available online and currently offered in many communities across the U.S. [1]  Montana’s DPP 
program utilizes two different CDC recognized programs.  
 Considering the plethora of evidence supporting the effectiveness of the DPP, we are confident 
this is an appropriate intervention to implement in this population. 
Implementation in 3 settings   
 We have gained administrative approval from Crow Service Area IHS to utilize existing IHS 
service locations as sites for implementing the DPP program sessions. One of the 12 national IHS 
Regional Area Offices is located in Billings, which will assist in providing leadership through the Crow 
Service Area network. The IHS Crow Service Unit outposts within the Crow reservation are the 
Crow/Northern Cheyenne Hospital located in Crow Agency, a clinic located in Lodge Grass, and a health 
station located in Pryor, in the far west of the reservation. See Appendix__ for map of implementation 
sites.  
 The Little Big Horn College will partner with Crow/North Cheyenne Hospital, Lodge Grass clinic 
and Pryor health station to recruit and refer eligible patients and implement the program through their 
facilities. These areas already provide health care services to local crow members and will represent 3 
geographically separate areas within the reservation. The IHS clinical providers in family medicine and 
internal medicine will be briefed on the DPP, eligibility requirements and the referral process, which will 
be discussed in Referral and Recruitment. The Billings IHS tribal programs director, James Strongarm 
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will provide leadership in managing educational needs of the clinicians in each location. There will be a 
delegated DPP champion in each clinical service area who will be invited to join the CAG to act as a 
liaison between the other clinicians in their service site, Mr. Strongarm, and the project team. 
Pryor Health Station 
 Pryor is remotely located in the far west of the reservation, approximately 70 miles from Crow 
Agency, with a population of 418 over the age of 18 [25].  If 39% are obese, then we could potentially 
reach 163 adults. Each year we will offer 4 cohorts in Pryor, with the goal of serving 20 people in each 
cohort (80 total). We will utilize a local community member as the lifestyle coach for all 4 cohorts to 
enhance trust and capacity in this rural part of the reservation. The program will be offered at the Pyror 
Health Station, and when weather permits we will implement sessions in the Chief Plenty Coup state park 
to engage participants in physical activity. It is important to provide access to diabetes prevention in 
Pryor, where access is likely a barrier due distance. 
Lodge Grass Clinic  
 Lodge Grass is about 20 miles south of Crow Agency, with a population of 212 over the age of 
18yo [25]. There are 4 other towns located within 20 miles north and south of Lodge Grass, making it a 
central location for residents who live in the surrounding area. We will offer group DPP sessions to 4 
cohorts of 20 people (80 total) at the Lodge Grass Clinic each year, all of which will be taught by a 
second lifestyle coach. White Arm Park and Lodge Grass Elementary school gymnasium will be utilized 
for sessions that engage and encourage physical activity.  
Little Big Horn College 
 The Crow/Northern Cheyenne Hospital offers the largest array of health services to the Crow 
tribal members. It is located in Crow Agency, the tribe headquarters, and has a population of 
approximately 1890, of which 1230 are over 18 years old [25]. The clinical providers in the Hospital and 
Clinic will refer eligible patients to partake in one of the 5 annual cohorts that will attend sessions at the 
Little Big Horn College. The college is a suitable place to host the program as it has its own Health and 
Wellness Center, of which all DPP participants will be allowed free access to throughout their program.  
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By providing access to the gym, we hope to decrease a barrier to physical activity. The third lifestyle 
coach will teach all 5 sessions here (max 20 each), with a goal of reaching 100 residents annually.  
Community Advisory Group 
 In order to establish sustainable relationships, gather buy-in from the Crow community, utilize 
existing networks, and make a positive impact, we will establish a community advisory group (CAG) 
during the first two months of the grant period. The group will advise the program’s direction be 
ambassadors for the program and provide feedback. They will provide leadership on project actions 
within the organizations which they represent. 
 In our partnership with the MDPHHS, we will have both the MT DPP program manager and 
health educator a part of our CAG to ensure successful program procedures, similar to those of the state 
based program, can be provided in the Crow reservation.  Additionally, we hope to have representatives 
from the American Diabetes Association, the Montana Diabetes Educators Network, and Veterans 
Affairs, all of whom play roles in the feedback and support of diabetes programs across Montana. The 
Billings Area IHS tribal programs director, James Strongarm, has accepted our invitation to serve on our 
CAG and will guide communication techniques among the tribal infrastructure. We will recruit at least 
one person from each of the clinical sites, preferably the champion, so that they can provide insight on 
logistical details and needs and issues within their sites.  Our planning and accreditation consultant, Dr. 
Janine Please will represent the Crow Language Consortium (of which she is a board member) in any 
translation of the program materials or recruitment methods to Apsaalooke. The Tribal Health Director of 
the Rocky Mountain Tribal Leaders Council will provide feedback on past experiences with DPPs in 
Montana reservations. Additionally, we plan to recruit community members who have decision making 
capabilities for the reservation’s fitness centers, and parks to encourage community usage and 
engagement (see figure 6 for full list of CAG members). 
 During the planning phase of the program there will be bimonthly meetings with the CAG to 
provide insight on the changing community needs and resources, and to assist with development of the 
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program adaptations and evaluation design. The CAG will hold a Nominal Group Technique to achieve 
consensus on a final program mission and vision, with a set of overarching policies that address 
inclusivity. During the development phase, the CAG group will be consulted via email or phone on a 
quarterly bases and then semi-annually during the implementation phase.  
Table 3. Community Advisory Group Members and Roles 
Organization Representative Role 
IHS Clinicians Provides CAG with insight on clinic flow, referral system issues. 
Advocates for program in clinic. 
Indian Health Service Tribal Programs 
Director 
Support and communications between IHS clinic based personnel 
Little Big Horn College Health and 
Wellness Center 
Provide networking information regarding use of their facilities 
Tribal Health Director of the Rocky 
Mountain Tribal Leaders Council 
Provides community leadership and buy in for tribal leaders 
council members 
MDPHHS DPP program manager and 
health educator 
Provide guidance through planning and implementation, readiness  
Messengers of Health (1 or 2) Assist with gaining buy in from community, increase awareness 
and recruitment 
Tribal Elder 
 
Cultural guidance, buy in, long term goals and program 
adaptations 
Mary Hands Little Big Horn College Community outreach coordinator 
American Diabetes Association Ensure diabetes latest standards are being used 
Montana Diabetes Educators Network Provide insight on educational needs of the prediabetic population 
and adaptations needed 
Dr. Janine Please  Crow Language Consortium, lead translational process of 
materials into Apsalooke. 
Individuals with DMII Provide perspective on processes of DM prevention 
 
Program implementation  
 Like the Montana DPP, the Crow adapted DPP will provide 16 weekly group sessions followed 
by 6 months of monthly group sessions, all led by a trained lifestyle coach that is bilingual in English and 
Apsaalooke [15]. During the planning phase, our CAG members and Crow tribal elders will help us 
identify methods for recruiting and hiring fitting lay community members who will be trained and 
employed as lifestyle coaches (n=3). The unique values, principles and beliefs of the Crow tribe are best 
understood by those within it and we will be sensitive to the cultural differences and needs that will exist 
when choosing coaches. We will recruit for the positions by using tribal newspaper classifieds, the job 
opening section of the Little Big Horn College website and throughout the community with flyers.  
Williamson 12 
 
 This plan aligns with the Community Preventive Task Force systematic review findings that 
recommend community health workers be involved in community-based DPPs [26].  The chosen Crow 
tribe community health workers (CHW) will be trained using the course consistent with that used in the 
Montana DPP. Their DPP course was adapted by the Healthy Native Communities Partnership. The 
CHWs and the Program Coordinator will travel to Helena, MT for a 2 day training by Emory College’s 
Diabetes Training and Technical Assistance Center master trainer hosted by MDPHHS. Upon completion 
of the training, staff members will have the curriculum and skills to deliver a CDC recognized DPP.  
Lifestyle coaches and Community Health Representatives will also complete a webinar training on 
inclusivity and trauma informed approach. 
Referral and recruitment 
 To allow for a large population of people to benefit from this program, eligibility is based on a 
combination of other successfully translated DPPs in other AI communities and 2017 ADA guidelines. 
Eligble particpants will be all overweight  (BMI≥25kg/m2) AI adults (AI status is based on ability to 
receive IHS benefits) aged <18 years old with 1 or more risk factors for developing DMII and or 
prediabetes (impaired fasting glucose=Fasting plasma glucose 100mg/dL-125mg/dL or Impaired glucose 
tolerance= Oral Glucose Tolerance Test of 140-199mg/dL two hours after consumption of 75g glucose or 
A1C 5.76.4%) , a history of gestational diabetes or the delivery of an infant >9 pounds [15, 27-29].  
 By utilizing the Diabetes STAT initiative, a collaboration between the American Medical 
Association and the CDC, a free downloadable toolkit will be provided to clinicians who work at any of 
the 3 Crow Service Units for guidance on recruitment and referral of eligible Crow participants [30]. The 
toolkit gives providers access to DMII risk assessment tools, information on DMII to give to patients and 
fellow providers, and advice on how to refer patients to a DPP program. This toolkit will be provided to 
the IHS clinicians in the Crow Service Area along with a letter of endorsement from the Tribal Leaders 
Diabetes Committee and the Billings IHS Tribal Program Director. When eligible patients are seen in any 
of the 3 IHS clinics, physicians will refer them to our program.  
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 In addition to the clinician based referral recruitment network, we will host annual community 
health fairs to garner attention about the program and elicit curiosity and inspiration. Tribal elders, 
Messengers of Health and other CAG members will promote the program and provide DPP information 
using CDC infographics and details of program incentives. We will provide copies of the CDC Pre-
diabetes screening test (https://www.cdc.gov/diabetes/prevention/pdf/prediabetestest.pdf ) to help people 
determine if the program may be appropriate for them. If their score suggests they may have prediabetes 
(score >9), we will refer them to their local IHS clinic for eligibility assessment. The Program 
Coordinator will be responsible for collecting interested persons’ contact information for follow up. The 
same team members will also host a DPP table at local tribal fairs throughout the year. 
 Once a person has been referred to the program through their IHS clinician, an IHS Community 
Health Representative (CHR) within that clinical area will collect their contact information and serve as a 
patient navigator until the program begins. If the CHR is not on the premise while a person is referred, the 
CHR will be notified of the potential participant. The patient’s contact information and ‘eligibility and 
medical clearance form’ will be collected by front desk staff whom will store it in a DPP file. Patients 
who are deemed eligible but not interested in the program will be asked the reasons for not participating, 
and this de-identified information will be kept to provide further evaluation data for recruitment 
strategies. The CHR will provide program details and information to each patient in a concise pamphlet 
that details dates and locations of their program sessions, suggestions for what to bring to sessions (water 
bottle if they have one, comfortable clothes and shoes) and contact information of the program team for 
questions. The CHR will ensure delivery of each patient’s baseline assessment data, patient contact 
information (telephone number, mailing address and email address) and an adapted MT DPP clearance 
form to the Coordinator. Once the program begins, the CHR will communicate with each participant on a 
monthly basis via their preferred contact method to address concerns and provide motivation to continue 
participation. They will be responsible for conveying responses and information to program coordinator 
for use in process evaluation. If recruitment goals have been met, additional eligible patients will be put 
on waiting list for the following year’s DPP cohorts. 
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Piloting and Readiness 
 We will pilot this public health program to evaluate the feasibility, acceptability and 
effectiveness. To pilot the program, each lifestyle coach will teach one cohort (n=3) in their respective 
locations until the first 16 sessions are completed 6 months from the start date. Readiness for full program 
implementation will be evaluated according to feedback measures in process evaluation both 
quantitatively and qualitatively (see Evaluation section for details). Additionally, participants in the pilot 
program will be asked about retention techniques and possible suggestions for retention through an open 
ended questionnaire at the 6 month mark. Any necessary adaptations to the program will be made before 
the 10 other cohorts then begin. Those adaptations will be documented by the program coordinator and 
evaluation changes will be established by the program evaluator. Further details in Adaptation section. 
Program Implementation Details 
 Like the original DPP and the CDC National DPP, the 12 month Crow program will be divided 
into 6 month phases. The first 6 months consist of weekly 1 hour group sessions taught by lifestyle 
coaches. The second 6 months provides monthly sessions. Participants will be encouraged to attend all 
sessions, as studies have shown a dose response effect for weight loss and decrease risk for DMII [24]. If 
participants are unable to make a particular class they may attend the same one on a different day or in a 
different site.  
Table 4.  Sample DPP Session Schedule Across 3 Locations 
Instructor Monday Tuesday Wednesday Thursday Friday 
Crow Agency 
Coach 
Session # 17 
Pilot Cohort 
A1 
Session # 2 
Cohort B1 
Session # 2 
Cohort C1 
Session # 2 
Cohort D1 
Session # 2 
Cohort E1 
Lodge Grass 
Coach  
Session # 17 
Pilot Cohort 
A2 
Session # 2 
Cohort B2 
Session # 2 
Cohort C2 
Session # 2 
Cohort D2 
 
Pryor Station 
Coach  
Session # 17 
Pilot Cohort 
A3 
Session # 2 
Cohort B3 
Session # 2 
Cohort C3 
Session # 2 
Cohort D3 
 
 During their first session, participants will receive a course workbook and log book for entering 
physical activity and weekly notes. There will be regular opportunities for one on one engagement 
between the participant and their lifestyle coach. At each session the participants will be weighed and 
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logbooks for documenting physical activity will be checked. Lifestyle coaches will teach the assigned 
program curriculum with the goal of helping participants reach goals of weight loss and physical activity 
while reinforcing positive behavioral changes. Participants will return to their referring provider at the 6 
month mark for an FBG test to assess for DMII incidence. They will see their provider again at the end of 
the 12 month program for a full physical assessment. 
 The Little Big Horn College will provide hands on support through 2 student internships each 
year from Education and Human Services and Information Systems majors. Those students will be 
assigned to assist one lifestyle coach each. Depending on their personal goals, these students will gain 
experience in communication, data collection and management, health education, lifestyle coaching, 
evaluation and analysis methods. The students will establish goals for internships and will report to the 
Program Coordinator monthly regarding progress and concerns. Final paperwork and a summary of their 
experiences will be administered to their advisor for academic record keeping.  
Adaptation 
 Adaptations to the program will occur to meet cultural needs of this unique community. During 
the planning phase, two focus groups will be held to review the Montana DPP curriculum and obtain 
feedback on suitability of materials for the Crow tribe. The adaptation effort will be spearheaded by our 
Crow language expert Dr. Janine Please. See formative Evaluation section for further details. In the focus 
groups we will address the issues of inclusivity, stigmatization and cultural appropriateness.  We can 
predict possible adaptations; translation of concepts to Apsaalooke, adjustments related to health literacy, 
and use of cultural stories and values. Adaptations of DPPs into other AI populations have included 
incorporating talking circles, indigenous recipes and drumming, and have used CDC recognized DPP 
curriculums that the MDHHS offers [28].  Despite the success the original DPP curriculum had with the 
AIs in their cohort, we will remain flexible to personalizing a program that the Crow community can 
claim for their own. We will request feedback from IHS clinical champions regarding health literacy and 
communication methods that have been effective from their perspective. Qualitative results and collective 
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views from the formative focus groups will be used to inform curriculum adaptations to the needs of the 
community.  
Monitoring fidelity 
 There will be an ongoing process evaluation that tracks adaptations, or changes made to modules. 
This will help the team assess program fidelity and allow for continuous quality improvement. Also, the 
program coordinator will periodically visit site locations to observe sessions. We will utilize a list of core 
program elements to be addressed at each session and lifestyle coaches will document whether those 
components were met. Additionally, coaches will be interviewed for feedback on their experiences in 
program administration. Details on process evaluation are found in the Evaluation Section. 
 The goal will be to maintain fidelity, but if adaptation processes that benefit the community needs 
are greater than the benefits of maintaining strict intervention fidelity, we will bend toward adaptation. 
Any concerns with course implementation will be discussed at CAG meetings, and as needs for further 
adaptation arise, they will be discussed and voted on. In addition to the checklist and data review, 
meetings will also allow for discussion of ongoing or arising barriers to implementation. 
Sustainability 
 Sustainability is key to the long term goal of the DPP intervention in order to decrease DMII 
prevalence in the Crow tribe. Once feasibility and acceptability of the program is established, our goal is 
for this program to be integrated into the existing Montana state diabetes prevention network so that it can 
be a part of the continuous quality improvement processes the MDHHS has in place. By creating strong 
partnerships early in the planning phase, we hope to ensure this integration occurs.  Maintaining fidelity 
and producing high quality program evaluation data that represents positive outcomes and high 
participant satisfaction will provide a strong argument for continuation of the program, making it a 
priority to rigorously monitor and evaluate all program activities.  
 Buy-in from the community will influence the sustainability of the program. Health fairs and 
allocated champions for the cause (such as respected elders, Messengers of Health, DPP participants) will 
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be encouraged to increase awareness of the program. We will provide a clear and consistent message to 
the community with multiple avenues of diffusion to garner acceptance of the innovation.  
 By incorporating leadership and decision makers from the diabetes management programs of 
Crow Service area IHS clinics into the CAG, we have facilitated the possible adoption of the DPP into 
their program offerings, where they could take on the three lifestyle coaches as employees alongside the 
diabetes educators and community health representatives. We hope to incentivize uptake of these 
employees by demonstrating cost-benefits. There will be greater capacity in the community for a DPP by 
training lifestyle coaches and creating new working relationships with a number of synergistic community 
resources. The Little Big Horn College will provide feedback from the student internship experiences to 
the IHS Area Diabetes Consultant and the Tribal Leaders Diabetes committee to demonstrate other 
benefits the program provides to the community. Additionally, the Little Big Horn College president has 
been supportive of the idea of adopting the role of DPP coordination indefinitely, as a community based 
outreach program that could enhance the tribe’s wellbeing, decrease health inequities and provide for 
continued academic interest in health promotion. 
 Sustainability will be addressed in the planning phase as the CAG is first gathered. During 
piloting and implementation, each CAG meeting will address challenges and barriers that affect 
sustainability of the program. We expect challenges throughout all phases of the program, and therefore 
have anticipated possible solutions. Recruitment of participants may be an issue, and retention is sure to 
be a challenge, as it has been in other AI communities [24]. To overcome this we will hire Messengers for 
Health employees to serve as champions for the cause and spread positive information about the program 
through informal networks they have already established. This technique has shown be to effective in 
other health promotion efforts [31].  We will host tables at tribal fairs and three health fairs. Flyers will be 
dispersed throughout the community that provide information on prediabetes and the DPP. 
 To promote retention we will offer financial incentives for attending sessions. Incentive details 
can be found in the Budget summary. We will encourage participants to bring a support person to session 
for family and friend engagement and also provide childcare at each session. We will send reminders via 
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email, telephone or text 1-2 days prior to each session. Traditional foods will be used in sessions for 
demonstration, food tasting and brainstorming. Local speakers will be invited throughout the program to 
motivate and inspire participants and create a sense of familiarity and responsibility. Little Big Horn 
College will provide exercise specialists and personal trainers as guest speakers during sessions that focus 
on physical activity. At the end of the program a graduation ceremony will occur to honor and celebrate 
the participants’ achievements as well as serving as a time to demonstrate healthy eating in a festive and 
fun atmosphere. 
Dissemination and Communication 
The dissemination plan for the Crow DPP will ultimately address the project’s outcome evaluation 
results and any updated epidemiologic data for the tribe.  Because the program is already nationally 
recognized as an effective program for reducing the risk of DMII but has not been utilized in many AI 
communities, we will want to showcase any adaptations that assisted in the program’s success. 
Additionally we will address the network and stakeholders that were utilized in order to implement the 
program. If the program shows positive results, we will want to raise awareness of how it might affect the 
AI greater population to garner sustained federal and state funding that support research in upstream 
efforts for preventing DMII in tribal communities. Raising awareness across Montana will contribute to 
the possible adoption of the program in other Montana tribes. We will aim to maintain awareness of the 
program among Crow tribe members to keep interest in the program high. 
Before any dissemination of results, we will first obtain permission through Tribal Health Board 
and Tribal Health Council. Our primary objective will be to provide the Crow community with results 
while respecting their privacy. We will address dissemination and communication methods with the CAG 
to ensure cultural appropriateness. Because our audience will vary from lay community members, to 
possible funders and policy makers, we will provide program results through various channels and 
formats. Those channels will include a media presence, using infographics, biannual newsletters 
distributed across the community, a formalized white paper and a community forum event. During initial 
planning of the program, the CAG will consider community stakeholders that would benefit from hearing 
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evaluation results. Early in the implementation phase we will informally address dissemination with 
program participants and staff members to gather opinions on how to garner interest from potential 
participants. Ultimately, the program director will be responsible for disseminating information to the 
stakeholders. Because the community is small, a negative reputation could pose a big challenge. It also 
may be difficult to establish strong relationships with media outlets or gain attention of policy makers 
through. We will try to overcome these challenges by addressing necessary connections in the early 
program planning efforts through our strong network of stakeholders. 
Performance Measures and Evaluation 
Evaluation study design  
 To evaluate the overall success of the Crow DPP we will use a pretest posttest design to assess 
changes in multiple variables before, during and after the program is administered. We will also evaluate 
measures that demonstrate participant and staff perceptions throughout implementation of the program. 
We will evaluate these outcomes using a non-experimental prospective cohort design. Due to strong 
evidence of the effectiveness of lifestyle modification programs on prevention of DMII, it would be 
inappropriate to establish a control group that does not receive the intervention [20, 32]. Additionally, 
allocating the intervention to all participants will support a trusting relationship with the Crow tribe. We 
will utilize IHS medical records to compare DM incidence in eligible participants that decline 
participation with participants. Allowing us to be more confident that the program outcomes are related to 
the program effects.   
Performance Measures 
 Data collection will begin when a person is deemed eligible for the program by a clinician 
through a clinical assessment. We will model our pre-test post-tests after other DPPs that were 
successfully implemented into AI communities [24]. The initial baseline questionnaires and clinical 
assessment will include de-identified data. We will obtain gender, race/ethnicity, age, DM risk (OGTT, 
FBT), weight, height, blood pressure, lipid profile (HDL, LDL, tyglycerides) and the following written 
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questionnaires: physical activity level, block food frequency, exercise self-efficacy, and self-restraint.  
Baseline data will be provided in hard copy to the IHS CHR who will be responsible for mailing the 
documents (on a monthly basis) to the program evaluator who will establish the participants’ profile in an 
electronic database that all program staff have access to with password protection (program director, 
program coordinator, lifestyle coaches and IHS CHR). A unique identification number will be established 
for each participant and will remain with them throughout the data collection process.  The same set of 
data will be collected within one month of completing their last session and annually within the 3 year 
grant period. These performance measures are consistent with the original DPP and represent indicators 
of diabetes risk, and will therefore be used to demonstrate program effect [20, 28, 33]. In order to ensure 
outcomes are a result of the program, we will compare DMII incidence in program participants to those 
who declined. Although there are limitations to this design, we are confident that this method will allow 
us to establish the strongest relationship with the community and DM network. 
 The program evaluator will be responsible for reporting data to the grantee on a semi-annual 
basis. Before data is reported, the program evaluator will send a finalized copy to the program director for 
review. Additionally, data will be analyzed by the program evaluator, program director and program 
coordinator quarterly to assess progress in outcome measures, goals, and to review applicable laws, 
policies and procedures. This will allow for the assessment of performance measures and ensure 
continuous quality improvement as the program is administered. 
Formative evaluation 
 Two focus groups will be conducted by the program coordinator to review the state based DPP 
materials and capture suggestions for modifications and adaptations to the program plan. The purpose of 
the focus groups is to gather community members that have Crow tribal knowledge and wisdom and 
glean cultural perspectives on the program within their community. Their perspectives will help with 
hiring lifestyle coaches and local speakers for sessions. A combination of purposive and snowball 
sampling methods will be used to recruit participants for the focus group. Previous community based 
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participatory work with the Crow tribe suggests incorporating respected and recognized tribal members 
who are looked upon for their guidance in cultural wisdom [16]. Therefore, the focus groups should 
include at least one of each of the following: a tribal elder, a “Messenger of Health”, and a local 
traditional healer, for a total of 8-13 members. The focus group questions will be used in open ended 
electronic surveys or telephone interviews (according to their preference) for participating IHS clinicians 
and people who are invited but unable to attend the focus group. This formative research aims to address 
barriers and facilitators the community may face in engaging with the DPP. Focus groups will be audio-
recorded, reviewed, and analyzed by the program coordinator, program director and program evaluator.  
Process evaluation 
 In order to monitor reach, dose, and fidelity of the program, we will establish essential elements 
modeling the measures used in the process evaluation design of by Griffin et al.’s (2010) community 
based translational project [34]. These essential elements will be adjusted as needed by the program 
director, coordinator and evaluator after the formative focus groups. Finally, we will achieve consensus 
on the elements through the CAG. Before program initiation, lifestyle coaches will undergo training on 
data collection and we will ensure their understanding of the importance of the essential elements. 
Program staff will be responsible for entering data on essential elements after every session. Data entry 
for the essential elements will be built into the existing electronic data collection system to minimize 
barriers [34]. Data will be reviewed periodically by the program evaluator, who will communicate to 
program director and coordinator any problems with fidelity, data entry, or possible errors that need 
addressing. These evaluation findings and discussions will be communicated during monthly team 
meetings in Crow Agency (program director, program coordinator, CHRs and lifestyle coaches). In 
addition to these quantitative measures, there will be quarterly 10 minute interviews with program staff 
members and participants to determine perceptions, challenges, successes and lessons learned. 
Table 5. Process Evaluation Measures 
Process Measure Measurement Method Person Responsible 
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% of eligible who registered for 
DPP  
Compare number of people eligible to 
those who participated. 
Program evaluator 
Attendance at each group session  Percent of participants who attended each 
group session.  
Lifestyle Coaches 
Staff perceptions Quarterly staff interviews: 
What works/helps/doesn’t 
Program Coordinator 
Participant perceptions Quarterly interviews: 
What helps/doesn’t + suggestions 
Lifestyle coaches 
Delivery of all group session % of sessions delivered as intended  Lifestyle coaches 
Learning activity completed % of recommended learning activities 
completed per session 
Lifestyle coaches 
Childcare provided/used % of sessions where childcare personnel 
are present at beginning of session 
Lifestyle coaches 
Modifications made to session % of sessions with modifications to 
learning activities 
Lifestyle coaches 
Participant weight assessed  % of sessions where participants were 
weighed 
Lifestyle coaches 
Physical activity and diet 
tracking assessed 
% of sessions where log books were 
assessed for PA levels 
Lifestyle Coaches 
 
Outcome evaluation  
 We will evaluate the following variables as outcomes: DMII incidence, weight loss (height, 
weight and BMI), blood pressure, lipid profile, self-reported caloric intake and self-reported physical 
activity levels [14, 15, 28].  The primary outcomes for our program will be DMII incidence and weight 
loss. Potential mediators and moderators will be addressed by assessing Little Big Horn Wellness Center 
use, dietary restraint behaviors, and exercise self- efficacy[35, 36]. In addition to these measurements, we 
will assess for a dose response affect by comparing attendance to outcome objectives. Lastly, cost 
effectiveness will be evaluated at the 6 month mark and at the program’s end, addressing total cost per 
person served and costs diverted by prevention of DMII.  
 Our first objective is to achieve a DMII crude incidence among all participants of   < 5% by the 
end of the grant period. This objective aligns with evidence that lifestyle modification programs adapted 
from the original DPP can decrease the incidence of DMII [14, 33]. In AI populations where DPP has 
been implemented, there was less than 5% incidence of DMII among participants [14, 28]. DMII 
incidence will be measured according to ADA guidelines at baseline, at 6 months, within one month of 
the last course session and then annually during the 3 year grant period [37]. DMII incidence will be 
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measured as FBG≥126 mg/dL, or a 2 hour OGTT ≥200 mg/dL (after a 75g oral glucose load) [37]. If at 
any point DMII diagnosis occurs, the participant will be notified and referred to their IHS clinician for 
treatment. The clinician will determine whether they should continue course sessions. To demonstrate 
long term decreased prevalence in the community, data collection methods will need to be altered by the 
IHS, or an additional random sample of the tribal members will need to be performed. It will likely take 
up to a decade to see the long term impact we hope for. 
  The second objective is for at least 20% of participants to achieve a weight loss of ≥ 7% of body 
weight by the end of the course. There is a close relationship between obesity and DMII, and findings 
demonstrate that by decreasing body weight in lifestyle modification courses, one also decreases their 
relative risk for DMII [20, 38]. The 7% weight loss goal was chosen due to it being achievable and 
maintainable in addition to decreasing ones risk of developing DMII. Individuals will be encouraged to 
meet this goal by month 6, at a pace of 1-2lb per week [14]. This is to be achieved through increased 
physical activity and dietary changes. Weight loss will be measured privately at baseline, before each 
course session, within one month of the last course session and then annually. 
 Our third objective is for at least 50% of participants to report achieving ≥ 150 minutes of 
moderate physical activity per week by the end of all course sessions. Physical activity has shown to 
improve insulin sensitivity independent of the improvement of obesity [39]. Increased physical activity is 
associated with a decrease in DMII risk and cardiovascular risk factors and is an important piece of a 
lifestyle modification program [22, 40]. The goal of 150 minutes of physical activity per week was chosen 
to approximate ≥ 700 kcal per week expenditure [14]. Consistent with the original DPP, physical activity 
will be measured using the self-reported Modifiable Activity Questionnaire, developed by Kriska et al. 
[14, 33, 41]. The scale records frequency and duration of levels of modifiable types of physical activity. 
Total physical activity will be calculated and standardized into an estimated metabolic equivalent (MET) 
of the specific activity and results will be demonstrated as the mean MET hours per week per participant 
[33]. The questionnaire will be administered at baseline and within one month of finishing DPP sessions. 
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In addition to the survey, participants will be encouraged to log their hours weekly in their logbooks, and 
lifestyle coaches will check these logbooks at each session as a form of motivation.  
 Additional outcomes under consideration will be caloric intake, blood pressure and lipid profile 
measurements. People with prediabetes are often at higher risk for cardiovascular disease. These risk 
factors can present as dyslipidemia and hypertension [21]. For this reason, and to keep consistent with the 
Montana state DPP, we will monitor these cardiovascular risk factors and evaluate any changes that 
occur. Blood pressure and lipid profile will be measured at baseline, within one month of completing the 
last session and annually at the referring IHS clinic. Lifestyle coaches will be responsible for entering 
weight and process data into the electronic system within 48 hours of the end of each course session. 
Usual daily caloric intake will be measured using the Block food-frequency questionnaire with 
modifications for cultural items [42]. In order to address possible mediators in the pathway to weight loss, 
surveys will be administered which evaluate psychological and behavioral variables that have shown to be 
associated with weight loss success in the DPP program [43, 44]. These variables may include will power, 
social support or finances. The limitation to these measures is the lack of validity and reliability in this 
specific population, and we will address these issues during post program focus groups with particpants.  
The Restraint Subscale of the Dutch Eating Behavior Questionnaire measures 10 different restraint 
behaviors using a Likert scale for reporting the frequency of use of the behaviors. Among a subgroup in 
the original DPP study, increased dietary restraint skills “was the most important independent behavioral 
predictor of achieving long-term weight outcomes [44]”. We will also administer the 5 item Exercise Self 
Efficacy scale, which measures one’s confidence (using stages of change) in being able to exercise in 
many different circumstances, using a 7 point Likert scale. Items address negative affect, resisting relapse, 
and making time to participate in physically active [36] .  
 The program coordinator will enter participant outcomes into the electronic system and also into 
the Diabetes Prevention and Recognition Program excel evaluation spreadsheet to provide the CDC with 
that data once yearly. This is required for CDC recognition. 
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Table 6. Measures for Constructs 
Construct Psychometric Properties 
Physical Activity level The Modifiable Activity Questionnaire showed test-retest reliability of 
the past year leisure time physical activity. Past week leisure time 
physical activity showed a validity of p=.80 and .62, both p< .05). 
Spearman correlation coefficients for the past year leisure time (0.56) 
and total physical activity (.74) were both significantly related to 
measurements of energy expenditure measured by the doubly labeled 
water technique in an American Indian population [33, 41, 45-47]. 
Caloric Intake The Food Block Frequency Questionnaire demonstrated statistical 
significance for most nutrients (mean r=.62 across races).  
Reproducibility has shown a mean correlation for nutrients at r=.62[42]. 
Ability to maintain a 
healthy diet 
The Restraint scale has shown strong results in test-retest reliability 
(r=.92), high internal consistency ( [alpha]=.90) and stable factor 
structure in among different weights, genders and in random samples 
[35, 48-50]. 
Confidence to exercise The Exercise Self-Efficacy Scale: In multiple subgroups of a sample of 
over 1000 working men and women it produced a test-retest reliability 
over a two week period of .78 (n=20) and an internal consistency of .82 
(n=917)  [36].  This scores from this measure was significantly related to 
stages of change and showed an internal consistency of .82 (n=917) [43]. 
 
Efficient collection and entry of data by lifestyle coaches is necessary for gaining CDC 
recognition, to adequately assess implementation quality and to evaluate program effectiveness. To 
overcome this challenge we will ensure adequate training and assess need for further training and quality 
improvement during the pilot cohort. We will utilize a google doc version of the CDC excel spreadsheet 
so that all users are able to access and visualize data immediately after entry. The program coordinator 
will be responsible for providing additional training of coaches as necessary. 
Capacity and Experience of the Applicant Organization 
 The Little Big Horn College has established leadership within the Crow community through 
dedication to its mission; The College is committed to the preservation, perpetuation and protection of 
Crow culture and language, and respects the distinct bilingual and bicultural aspects of the Crow Indian 
community. Little Big Horn College is committed to the advancement of the Crow Indian family and 
community building.  The Little Big Horn College is an equal opportunity employer that upholds its 
policies that prohibit the discrimination in the provision of services on the basis of age, disability, sex, 
race, color, national origin, religion, sexual orientation or gender identity.  We feel our mission, goals and 
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policies align with the program’s goal to empower the Crow community through enhanced wellness and 
quality of life that will be seen with a decrease in DMII burden. 
 Our partner, MDHHS has demonstrated successful provision in implementing, evaluating, and 
sustaining the statewide DPP through 19 organizations. They represent the necessary experience for 
providing technical assistance, training, and support for delivery of the Crow based program.  
Additionally, we will draw off the expertise of many of our CAG members who have partnered in 
implementation of various levels of health and wellness interventions within the reservation and Montana. 
 Our college, as a 1994 Land Grant Institution located in the heart of the Crow Reservation, has 
had years of working with the Crow community in developing, implementing and managing grant based 
(>$250,000) programs that support wellbeing of the community through programs like the Community 
Green House/Teaching Garden Project. This specific initiative reflects our organization’s commitment to 
reducing food insecurities and knowledge based deficits that lend themselves to obesity, DMII and 
cardiovascular disease. In addition, Dr. Yarlott, our college President, is recognized for his leadership in 
bringing diverse stakeholders and community members together for tribe based goals such as the recent 
building of the LEED certified Health and Wellness Center on campus for community based health 
education.  We will be able to effectively manage funding resources and staff performance as evidenced 
by our many sustained community and state based programs. We have a dedicated internal grant manager 
at the college who will provide support to the program director. Staff turnover and burnout has not been a 
factor for our organization in the past (maintained below 15%), as the college remains one of the most 
treasured and respected employers on the tribe. We take pride in annual employee satisfaction surveys 
that address organizational concerns and provide guidance for meeting employee needs. However, we 
will take precautions for staff turnover by making contact with additional community members interested 
in project team roles when we hire in the planning phase. We are confident in the logistic ability to 
implement this community wide program due to existing relevant infrastructure (an established network 
of IHS clinics, and the LBHC Health and Wellness Center) that supports our program’s needs.  
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 Our outreach center participates in quality improvement initiatives for community projects 
through annual community forum events.  The qualitative data collected and managed by the center helps 
frame and adapt our community based programs to better reach our target population’s changing needs. 
The outreach center is also responsible for communication with our partner organizations, where 
reciprocal support is key to our successfully sustained community level work. Our partnership in the 
creation of the Crow based 501(c)(3) Messengers of Health program is an example of our organization’s 
ability to engage the Crow community and stakeholders to establish and coordinate lay champions that 
are dedicated to health promotion. The Messengers of Health (https://www.messengersforhealth.org/) 
accomplished great strides in decreasing stigma around cancer, increasing awareness of stroke prevention, 
and educating the Crow tribe on management of chronic diseases through community based participatory 
action with Montana State University, Appaloosa Nation and Big Horn Valley Health Center.  
Partnerships and Collaboration 
   Without partnerships in the effort to prevent further development of DMII in the Crow tribe our 
program will not be effective. LBHC has close partnerships within the Crow community and is also 
experienced in collaborating with organizations outside of the reservation.  
 Our primary partnerships will lie with the IHS Crow Service Unit clinical sites and the MDHHS.  
Secondarily, we are collaborating with tribal executive branch officials, Messengers of Health, Crow-
Nation transit, tribal elders, local employers, religious leaders, and daycare centers to increase community 
buy-in and provide logistical support.  
 The IHS Crow Service Unit CEO, Darren Crowe, provided his endorsement of the program and 
will ensure that the tribe’s network of clinical providers are aware of his support. Garry Strongarm will 
work with Mr. Crowe to provide educational needs to clinical staff. We must establish positive 
relationships with the clinical staff to effectively recruit participants and collect data. The clinical sites 
have had experience in implementing evidence based programs, most recently with the establishment of 
standardized diabetes management lessons for people with a DMII diagnosis. Additionally, an audit 
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system was established by the IHS to assess outcomes of care for people with DMII, providing the 
clinicians with experience in collecting performance data. The community forum illustrated this clinical 
population’s motivation to see a program that can reduce DM in this population. Mr. Strongarm’s role 
working with regional tribal programs gives him expertise in the field of quality improvement related to 
program communications. His presence on the CAG will help ensure that the program’s recruitment and 
data collection process is smooth and of high quality. 
 Our program evaluator from the MDHHS will be a huge asset to the quality of implementation 
and evaluation of the Crow based DPP.  This partnership will allow us to benefit from the organization’s 
experiences in executing and maintaining the Montana DPP program that continues to make strides in 
preventing diabetes and cardiovascular disease in 16 organizational sites. Betsy Andover is excited to join 
forces with the AI population to address the disparities that exist in the state by utilizing the established 
diabetes prevention network that exists. Her expertise in data collection, management and analysis will 
shape the design of our program and ensure rigorous quality standards. In fact, MDHHS offers quality 
improvement services that track multiple levels of population health data in order to ensure continuous 
improvement in the diabetes based programs for over 12,000 Montanans. The MDHHS’s mission and 
vision align with our own, and by collaborating, we hope to demonstrate a way to reduce disparities that 
currently exist between AI communities and the rest of the Montana. 
 Our partnership with Crow-Nation transit will ensure that transportation is not a barrier for the 
participants in our program.  The Crow-Nation transit prides itself as being a community driven 
organization, historically reacting to the needs of the people it serves. The system already provides 
transportation between all three program locations, and we are working with the transportation officer to 
establish a schedule that allows our participants to reach their program sites when they need to be there. 
 We will build off of our current partnership with the Messengers of Health to have two of their 
members join our program team. Their roles as recognized health promotion specialists for the 
community will be extended to promote the DPP and help with community buy-in by answering 
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questions and providing details for community members. They will also lead the charge in establishing 
support from the tribal elders, religious leaders, and influential decision makers of the Crow community. 
Project Management 
 
 Our project team will be made up of 11 dedicated people. See Appendix 5 for Organizational 
chart. The Program Director will be ultimately responsible for all operation, oversite and reporting of the 
project. She will establish and sustain relationships with key stakeholders in the community. She will also 
maintain records, contracts, schedules, payments and expenditures. 
 The Program Coordinator will be responsible for managing the day to day activities, objectives, 
staff and the necessary resources. She will ensure clear communication between each team member and 
serve as a backup for staff as needed. By using course implementation checklists of essential elements 
and the Gantt model, the coordinator will track progress, fidelity and completion of program activities. 
Table 10 Project Team and Roles 
Role Name  Responsibilities 
Program Director Amy 
Goodbow 
• Execute the project as outlined in proposal 
• Responsible for meeting financial plan as proposed 
• Ensure project is conducted according to rules, 
regulations, terms and conditions 
Program Coordinator TBD • Responsible for overseeing training of personnel, 
implementation of program and day to day management. 
• Conducts focus groups 
• Coordinates events, activities and schedules according to 
goals and Gantt chart  
• Manages program data, delivers to program evaluator 
Community Health 
Representative (n=3) 
TBD • Liaison/ navigator between patients and program team. 
Lifestyle Coach (n=3) TBD • Delivers program, collects process data 
Program Evaluator Peggy 
Bradley 
• Develops and designs strategic plan for data collection, 
analysis, interpretation and dissemination for formative, 
process and outcome evaluations. 
Messengers of Health 
(n=2) 
TBD • Help with recruitment efforts in planning phase as needs 
develop. Will be present in health fairs. 
Little Big Horn College 
Student Interns (n=2) 
TBD • Will assist lifestyle coaches in delivering program, 
collecting and managing data.  
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 The Little Big Horn College will utilize their partners, the CAG and formative focus group results 
to find appropriate community members to serve as the lifestyle coaches. It is a high priority to find 
dedicated individuals who have a passion for bettering the health of the Crow Tribe. Our team will be put 
together within 6 months, and once the team is hired and trained we will have an initial team meeting. 
Each staff member will receive a checklist of roles and responsibilities, contact information of team 
members, Gantt chart and logic model. Before implementation of the pilot cohort, we will assess 
readiness through role-playing and engage in team building exercises to practice the use of open dialogue 
and overcome possible barriers that may arise during implementation. Through these exercises we hope to 
build a cohesive and dedicated team that will prevent staff burnout. The Program Coordinator will keep 
an open door policy for communication with all staff members. Monthly meetings will assess barriers or 
professional concerns. 
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Budget Narrative:  
$725,066 total 
Project Director, 30% effort 
Amy Goodbow, DrPH Is the current extension project director for Little Big Horn College. She has held 
this position for over 5 years now, and through her work the college has partnered with over 30 different 
organizations within and around the Crow Reservation. Her expertise lies in chronic disease prevention, 
program management and coordination or partnerships. She served as the program director when the MT 
DPP was established and served for 4 years.  She has worked with American Indian Communities across 
Montana, most recently developing the Physical Activity Kit, a culturally appropriate toolkit for 
American Indian and Alaska Native health promotion programs. She has extensive experience in clinical 
nursing ranging from case management to critical care and her passion lies in combining community 
assets to address population based health needs. She will attend all program team (Program Director, 
Program coordinator, community health representative and lifestyle coaches) meetings monthly. 
TBD, Program Coordinator, 100% effort  
The Program coordinator, TBD, will be responsible for managing the day to day program activities, 
objectives, goals and the necessary resources to achieve them. They will ensure timely and accurate data 
collection and reporting requirements. They will coordinate assessment of fidelity of program 
implementation through process evaluation measures and checklists according to timeline of Gantt model. 
They will be responsible for ensuring communication between participating IHS clinicians, CHRs and 
lifestyle coaches throughout program planning and implementation. Additional responsibilities include 
coordination of recruitment efforts, health fairs, staff training/fidelity, focus groups and transfer of data to 
the program evaluator. They will attend program team meetings monthly. They should have experience in 
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program implementation and project management in American Indian communities, and preference will 
be given to local tribe members. 
Program Evaluator, 25 %/10%/20% effort 
The Montana Department of Health and Human Services DPP evaluator, Peggy Bradley, MS, CHES, 
will be our program evaluator. She has been the program evaluator for the Montana Department of Public 
Health for 12 years, 9 of which she specifically directed evaluation of the state DPP programs. She will 
work with stakeholders to develop a strategic evaluation plan to be completed during the 3 year funding 
period. This plan will mimic that used by the state program, but will be adapted according to community 
preferences and needs. She will design the plan for data collection, analysis, interpretation and 
dissemination for process and impact evaluations. She will be responsible for the process and outcome 
evaluations and annual data submission to CDC. Once the evaluation plan has been established, she will 
meet with the program coordinator and program director quarterly. She will receive data through the 
program coordinator on a monthly basis. 
IHS Community Health Representative (n=3), 10% effort 
The IHS Community Health Representatives, already present in the each clinical service area as 
employees, will act as a patient navigators before and throughout program duration. They will handle 
participants’ personal concerns or questions and be responsible for delivering clinically derived patient 
data to program coordinator. 
TBD, Lifestyle Coach for Crow Agency- 50% effort  
TBD, Lifestyle Coach for Lodge Grass- 40% effort  
TBD, Lifestyle Coach for Pryor- 40% effort  
Three lifestyle coaches will be hired and trained to carry out the DPP course curriculum in three different 
IHS clinical service areas. Lifestyle coach #1 will teach all 5 cohorts in Crow Agency, lifestyle coach #2 
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will teach the 4 in Pryor and lifestyle coach #3 will teach 4 in Lodge Grass each of the 3 years. They will 
be responsible for delivering modules and collecting weight throughout program duration. The coaches 
for Lodge Grass and Crow Agency will work with one Little Big Horn College student intern each who 
will assist with delivery of program and collection of data. They will send all data collected to program 
coordinator and will attend all CAG meetings. They will also attend program team meetings monthly. 
Messengers of Health Team (n=2)- 5% effort each in year 1 and 2 
Two Messengers of Health employees will be paid for work in recruitment and promotion of the 
program in the first few months of the planning phase. This organizations has already established positive 
connections and respect within the community and are welcomed in discussions about bettering the health 
of the Crow tribe. They will table the annual health fairs in year 1 and year 2. At least one will attend the 
planning phase focus group for curriculum adaptions and both are invited to attend CAG meetings. 
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Appendix A: 
Budget Justification: 
i. Salaries and Wages 
*see above for details… 
Year 1 
Position Title 
and Name 
Annual 
Salary 
%FTE Salary 
Requested 
Fringe 
Requested 
Total 
Requested  
Program 
Diretor, Amy 
Goodbow 
75,000 30% 22500 8005 30505 
Program 
Coordinator, 
TBD 
60,000 100% 60,000 23495 83495 
Community 
Health 
Representative, 
TBD 
24,000 10% 2400 712 3112 
Community 
Health 
Representative, 
TBD 
24000 10% 2400 712 3112 
Community 
Health 
Representative, 
TBD 
24000 10% 2400 712 3112 
Lifestyle 
Coach, TBD 
24,000 40% 9600 2850 12450 
Lifestyle 
Coach, TBD 
24,000 40% 9600 2850 12450 
Lifestyle 
Coach, TBD 
24000 50% 12000 3562 15562 
Program 
Evaluator, 
Peggy Bradley 
65,000 25% 16250 2688 18938 
Messengers of 
Health 
24000 5% 1200 356 1556 
Messengers of 
Health 
24000 5% 1200 356 1556 
Total 
Personnel 
n/a n/a 139550 46298 185849 
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Year 2 
Position Title 
and Name 
Annual 
Salary 
%FTE Salary 
Requested 
Fringe 
Requested 
Total 
Requested  
Program 
Diretor, Amy 
Goodbow 
79965 30% 23990 8418 32408 
Program 
Coordinator, 
TBD 
63972 100% 63972 24661 88634 
Community 
Health 
Representative, 
TBD 
25589 10% 2559 726 3285 
Community 
Health 
Representative, 
TBD 
25589 10% 2559 726 3285 
Community 
Health 
Representative, 
TBD 
25589 10% 2559 726 3285 
Lifestyle 
Coach, TBD 
25589 40% 10236 2906 13141 
Lifestyle 
Coach, TBD 
25589 40% 10236 2906 13141 
Lifestyle 
Coach, TBD 
25589 50% 12794 3632 16427 
Program 
Evaluator, 
Peggy Bradley 
69303 10% 6930 1113 8044 
Messenger of 
Health, TBD 
25589 5% 1279 363 1643 
Messenger of 
Health, TBD 
25589 5% 1279 363 1643 
Total 
Personnel 
n/a n/a 138393 46524 184936 
 
Year 3 
Position Title 
and Name 
Annual 
Salary 
%FTE Salary 
Requested 
Fringe 
Requested 
Total 
Requested  
Program 
Diretor, Amy 
Goodbow 
87817 30% 26345 9018 35363 
Program 
Coordinator, 
TBD 
70254 100% 70254 26328 96582 
Community 
Health 
28101 10% 2810 749 3559 
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Representative, 
TBD 
Community 
Health 
Representative, 
TBD 
28101 2810 2810 749 3559 
Community 
Health 
Representative, 
TBD 
28101 10% 2810 749 3559 
Lifestyle 
Coach, TBD 
28101 40% 11241 2995 14325 
Lifestyle 
Coach, TBD 
28101 40% 11241 2995 14325 
Lifestyle 
Coach, TBD 
28101 50% 14051 3743 17794 
Program 
Evaluator, 
Peggy Bradley 
76108 20% 15222 2347 17569 
Total 
Personnel 
n/a n/a 156783 49673 206456 
 
ii. Travel: 
Item Year 1 Year 2 Year 3 
Instate travel 1800 1500 1500 
Out of state travel 1500 2500 2500 
Hotels 2500 3000 3000 
Conferences 500 500 500 
Total 6300 7500 7500 
 
Travel will be necessary throughout Montana for trainings in Helena and for meetings in and out of the 
Crow reservation. Additionally, the program director and program coordinator will attend the annual 
APHA meeting each year.  We are also budgeting for the program director to attend the annual Project 
Director’s Meeting and the program director and program coordinator to attend the annual Regional 
Training in years 2 and 3.  
Federal mileage reimbursement rate 53.5c per mile. 
APHA Conference: 250*2=$500 each year 
600 miles trip Helena between Crow Agency (training) = 350 year 1 
Billings to Crow Agency 120 miles (monthly CAG partners) 800 per year 
Helena to Crow Agency (evaluator) x 2 visits per year (600 mile trip) = 650 per year 
Two flights to APHA Year 1, 2 3 (6x 500) = 1000 per year 
Two Hotel rooms x 2 nights in Helena (200x4) =500 year 1 
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Two Hotel rooms x 3 nights at conference Year 1, 2, 3 (250x 18)= 1500 per year 
+ 
Project Directors Meeting: Year 1, 2, 3  
Flight: $500   
Hotel: 250x2=500 
 
Regional Training: Years 2 and 3  
Flights: $500*2=1000 
Hotels: 250*4=1000 
5,000 year 1, 5,000 year 2, 5,000 year 3 
 
iii. Research Incentives: 
Item Year 1 Year 2 Year 3 
Focus group 
incentives 
600 300 600 
Food for focus groups 250 125 250 
Attendance incentives 9750 9750 9750 
Water Bottles 2500 2500 2500 
Survey compensation 11700 11700 11700 
Total 24800 24375 24800 
 
Focus group participant incentives: Up to 12 individuals, offering $25 gift cards each. There will be a 
focus group in the planning phase for adapting curriculum and one after each year the program is 
completed. There will be one additional focus group after 3 years of implementation to evaluate 
dissemination methods. 
12x$25x4= 1200 total 
Year 1=600 
Year 2= 300 
Year 3=600 
$1200 
 
Food Costs for Focus Groups: 
$125 per focus group session= total $500.00 
Year 1=250 
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Year 2=125 
Year 3= 250 
 
Incentives for retention and attendance: 
One participant in each cohort will be eligible to win $250 at the 6th month of the program if they have 
attended more than >20 sessions in months 1-6. (CDC eligibility is mean of 9 sessions in first 6th months). 
(250*13)=3250 per year 
Two Participants in each cohort will be eligible to win $125 at the 6th month of the program if they have 
attended more than 12 sessions in months 1-6. (250*13)=3250 per year 
One participant from each cohort will be eligible to win $250 at the end of the program if they have 
attended more than 3 sessions in months 7-12. (CDC eligibility is mean of 3 sessions in first last 6 
months). (250*13)=3250 per year 
Incentives for survey completion: 
Participants will be compensated at a rate of $15 for completion of 4 surveys year at baseline and post-
program due to time and effort. 
They will be provided with a water bottle (wholesale $3.00 each) for completion of mid-year surveys and 
glucose check. Water bottles will also be provided to CAG members and at health fairs. 
 
iv. Training: 
Community members will be trained as Lifestyle Coaches by Emory College’s Diabetes Training and 
Technical Assistance Center (DTTAC) personnel in Helena, MT, where Montana Department of Health 
hosts an annual training. Training is a 2 day event, at the cost of $750 per person. At the end of training 
each person will be able to deliver a CDC recognized Diabetes Prevention Program and will leave with 
curriculum materials.  
Trauma informed care webinar: free 
 https://www.nhchc.org/training-technical-assistance/online-courses/trauma-informed-care-webinar-
series/ 
 
Training   
Team member Training Cost 
Program Coordinator DTTAC Lifestyle Coach 750 
Lifestyle Coach #1 DTTAC Lifestyle Coach  750 
Lifestyle Coach #2 DTTAC Lifestyle Coach  750 
Lifestyle Coach #3 DTTAC Lifestyle Coach  750 
  Total: $3000 year 1 
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We request funds for providing food during the training in Helena: $250 in year 1, seen in Supplies/ 
Resources. 
 
v. Supplies/Resources: 
Item 
Requested 
Number 
Needed 
Unit Cost Year 1 
Amount 
Requested 
Year 2 
Amount 
Requested 
Year 3 
Amount 
Requested 
Ipad 4 500 2000 0 0 
Audio 
Recorder 
1 50 50 0 0 
Scale 3 250 750 0 0 
Paper 
supplies 
See 
description 
n/a 3500 3500 1500 
Childcare See 
description 
n/a 6000 6000 6000 
Beverages 
and snacks at 
sessions 
See 
description 
n/a 6000 6000 6000 
Food for Staff See 
description 
n/a $250 0 0 
Possible 
Random Digit 
Dialing 
See 
description 
n/a 0 2000 0 
Total supplies   18300 17500 13500 
 
The Program coordinator and each lifestyle coach will be equipped with an Ipad for data collection, 
management throughout program implementation.  
 IPad: $500 x4= $2000 
An audio recorder will be necessary for focus groups in order to analyze and interpret qualitative data. 
Audio recorder = $50 
Biometric data will be measured at each session gathering. 
Scale for measuring weight and height =$250 x 3 locations 
Program participant materials and copies of the Diabetes Screening Tool will be printed for promotion of 
program throughout the community. Flyers will be placed around the community. These materials will be 
available during the health fair. We will also supply informational packets to Crow Service clinics, and 
the community health representative. Materials will also need to be present at the planning phase focus 
group for participants to refer to when considering adaptations. Other paper based materials include 
surveys and Toolkits for IHS clinicians.  
Additionally, lifestyle coaches will be provided with funds for allocating session supplies. These may 
include paper pads, markers, pens, and instructional materials. When further purchasing is necessary 
lifestyle coaches are to submit justification for items to program director and program coordinator prior to 
purchase. 
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Materials will be required for dissemination of program evaluation, which will be included in supplies 
funding. 
$3500 year 1, $3500 year 2, $5500 year 3 
Childcare:  
During focus groups and all sessions to decrease barriers to participation. We will contract with a local 
childcare provider to establish schedules of need depending on participant dependents and need for 
childcare. This budget will help pay for staff, activities and any liability or coverage. 
22 sessions per 13 cohorts at $20 per session= 
$5,720+ necessary items=$ 6,000 per year 
Beverages and snacks at sessions: 
22 sessions per 13 cohorts at $20 per session= $6,000 per year  
Random digit Dialing in Year 2 to assess community perception of program, if recruitment is low. 
$2,000
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Appendix 2: Logic Model  
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Appendix 3: GANTT Chart 
Table x. Timeline for program activities and objectives/ GANNT CHART 
Description 
Y1 
Q1 
Y1 
Q2 
Y1 
Q3 
Y1 
Q4 
Y2 
Q1 
Y2 
Q2 
Y2 
Q3 
Y2 
Q4 
Y3 
Q1 
Y3 
Q2 
Y3 
Q3 
Y3 
Q4 
Establish CAG             
Establish essential elements              
Formative focus groups             
Send Diabetes STAT toolkit to IHS clinicians             
Recruit, hire all team             
DPP paperwork, flyers, brochures obtained             
Train lifestyle coaches             
Annual health fair              
Pilot cohort of patients are recruited to 
DPP (goal=60) 
            
Baseline data obtained for pilot patients             
Little Big Horn College Interns recruited             
Pilot cohorts begin             
Monthly project team meetings             
Quarterly CAG meetings             
Quarterly meetings with PD PC and PE             
Quarterly interviews with staff and 
participants 
            
FBG test + clinical checkup for patients 6 
months into DPP 
            
First cohorts begin (n=200) with student 
interns 
            
Evaluation Focus groups             
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Second cohorts begin (n=260)             
Third cohorts begin (n=260)             
Outcome measures obtained within one 
month of finishing DPP sessions. 
            
Provide CDC with program data annually             
Dissemination of results             
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Appendix 4:  Map of Implementation Sites 
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Appendix 5: Organizational Chart 
 
 
 
Program Director
Messengers of 
Health (n=2)
Lifestyle Coach 
(n=3)
Little Big Horn 
College Interns 
(n=2)
Community Health 
Representative 
(n=3)
Program 
Coordinator Program Evaluator
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